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DEFINITION

The Healthcare Brain is Genzeon Platforms’ agentic AI decision infrastructure

for healthcare. It is a Triple-Tier Agentic Architecture coordinating three lobes:

Reasoning (HIP One), Engagement (PES One), and Governance (CPS One). The

Healthcare Brain runs on a patent-protected substrate covered by twelve filed

USPTO applications. It is live in CMS Medicare via the WISeR Innovation Model

since January 1, 2026.

EXECUTIVE SUMMARY



A substrate, not a single model.

THESIS

Production healthcare AI — especially the kind that touches prior

authorization, utilization management, and clinical determinations — cannot

be a single model. It has to be a substrate: a coordinated set of specialized

agents, an externalized rule engine, an audit ledger, and a governance layer, all

running together under regulatory constraints that a model alone cannot

satisfy.

The Healthcare Brain is Genzeon Platforms’ substrate. It is structured as a 

Triple-Tier Agentic Architecture: a Reasoning Lobe (HIP One) for clinical

decisioning, an Engagement Lobe (PES One) for patient and member

interactions, and a Governance Lobe (CPS One) for privacy operations and AI

governance. The three lobes coordinate bidirectionally on a common patent-

protected agentic substrate.

The substrate enforces invariants that no single model can: no clinical denial

without human sign-off; strict separation of rule types (NCD-mandated,

clinical convention, administrative); zero compiled category-specific code; 

audit-grade traceability on every determination. These are architectural

commitments — they hold under regulatory pressure because they are wired

into the substrate, not asserted in policy.

This whitepaper walks through the architecture, the principles, the

deployment patterns, the governance invariants, and the production proof —

the CMS WISeR Innovation Model, where Genzeon Platforms operates as the

AI Participant for MAC JL (New Jersey) under three-day mandatory

turnaround, with 100% TAT compliance and zero auto-denials since January

1, 2026.
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The audience for this whitepaper is the technical and clinical leadership making build-vs-
buy decisions on healthcare AI infrastructure: CIOs, CTOs, VPs of Engineering, Chief
Medical Officers, and the architects who answer to them. The argument is structural:
read it and the architectural choices the Healthcare Brain represents become legible.
Whether you buy them from Genzeon or build them yourself, the choices the substrate
makes are the choices any production healthcare AI deployment has to make. 

SECTION 1 · THE SUBSTRATE ARGUMENT

Why healthcare AI needs a substrate, not a model.
Three structural forces make a single model insufficient for production healthcare AI —
and explain why so many pilots stall between proof-of-concept and operations.

A healthcare AI deployment can fail at three levels. The model can fail (wrong prediction,

low confidence, hallucination). The integration can fail (the system cannot reach the

relevant patient data, payer policy, or coverage criteria). And the governance can fail (the

determination cannot be defended in audit, the human-in-the-loop pathway is not

enforced, the appeals trail is incomplete). Most public benchmarks measure only the first

failure. Production exposes all three. 

Force 1

Integration density.

Healthcare AI must operate against many transaction surfaces simultaneously: FHIR R4 for the
modern API tier; X12 270/271 for eligibility and benefit inquiry; X12 278 for prior authorization; HL7
v2 for legacy clinical events; NCPDP for pharmacy; C-CDA for clinical documents; plus EMR-specific
APIs (Epic, Cerner, Meditech) and payer-specific companion-guide variations. The Healthcare Brain
runs the Da Vinci PAS, CRD, and DTR Implementation Guides in production today as the FHIR Prior
Authorization API tier, with HIP One serving as the reasoning engine behind the CRD coverage-
requirements check and the DTR FHIR Questionnaire flow. A model has no place to live across this
surface. A substrate does: connectors, adapters, rule packs, and orchestration that bridge the model
to the operational reality.

Force 2
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Regulatory weight.

Healthcare AI determinations are regulated artifacts under CMS-0057-F (Interoperability and Prior
Authorization Final Rule, in force since January 1, 2026), CMS-0062-P (Drug PA Proposed Rule,
March 2026), the CMS MA Final Rule prohibition on AI-only adverse determinations for Medicare
Advantage, and state AI laws (Colorado SB24-205, California SB 1120). The audit ledger, the citation
chain, the rule-pack lineage, and the human-review enforcement — these have to be substrate-level
guarantees, not application-level policies. A wrong configuration is not a UX bug; it is a public-
reporting metric and an audit liability.

Force 3

Clinical trust.

Clinical staff do not adopt AI systems on marketing claims. They adopt systems whose governance is
visible at the point of care: every adverse determination cites the specific criterion that failed,
references the source policy, names the human reviewer who signed off, and exposes the evidence
package that supports or refutes the decision. The trust loop is structural, not narrative. The
substrate enforces this transparency by design — the determination response carries the audit trail
with it, not in a separate report retrievable later.

None of this can be retrofitted to a model. A foundation model can be excellent at

language understanding and reasoning, and still produce a clinically defensible

determination only if the substrate around it provides the criteria, the policy lineage, the

human-review enforcement, and the audit ledger. The model is necessary; it is not

sufficient. The substrate is the rest. 

SECTION 2 · THE ARCHITECTURAL MODEL

The Triple-Tier Agentic Architecture.
The Healthcare Brain is three lobes of coordinated agents, each addressing a different
surface of the healthcare workflow. The lobes share a common substrate — the agentic
decision infrastructure, the rule-pack engine, the audit ledger, the inference
orchestration — but each carries domain-specialized agents, policy artifacts, and human-
review pathways.
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LOBE 1 · REASONING

HIP One — Health Intelligence Platform

Clinical decisioning, prior authorization, medical
review.
Reasoning agents handle the work of clinical reasoning: medical-necessity
determination against payer policies (LCDs, NCDs, payer companion guides); prior
authorization adjudication; utilization management decisions; payment-integrity
analysis; clinical-record review. Every reasoning output is governed by the per-
criterion citation requirement, the architectural prohibition on auto-denial, and the
audit-grade traceability required under CMS-0057-F and CMS WISeR contracts.

LOBE 2 · ENGAGEMENT

PES One — Patient Engagement Solutions

Patient and member engagement, voice and digital.
Experience agents handle the human-facing surface: appointment scheduling,
eligibility verification, member services, prescription refills, prior-authorization status
updates, voice triage, SMS reminders, IVR routing, and digital intake. PES One runs on
Microsoft Healthcare Bot infrastructure, with the same regulatory floor as the
reasoning tier — HIPAA-bound, audit-logged, and capable of handing off to human
staff at any clinically-sensitive decision point.
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LOBE 3 · GOVERNANCE

CPS One — CompliancePro Solutions

Privacy operations, breach response, AI governance.
Governance agents do the work the other lobes cannot afford to do badly: HIPAA
privacy operations, breach detection and response, audit trail generation, AI
governance and policy enforcement, vendor risk monitoring, and the continuous-
compliance reporting that CMS-0057-F now requires payers to publish. This is the
reason healthcare AI can be deployed in regulated contexts at all — the governance
lobe is the structural safety net for the other two.

No single lobe is a complete healthcare AI deployment. A reasoning system without

governance produces unauditable determinations. A patient-engagement system

without reasoning cannot answer clinically-substantive questions. A governance system

without reasoning or engagement is a compliance overlay, not a healthcare AI platform.

The Triple-Tier Agentic Architecture exists because the lobes have to coordinate —

bidirectionally, on a common substrate, with shared audit context — for the system to

function in production. 

The substrate beneath the three lobes is patent-protected. The architectural pattern

itself — three coordinated agentic tiers sharing a common substrate, with specific

mechanisms for inference state sharing and audit-context propagation across tiers — is

the subject of multiple filed patent claims under USPTO Customer #226167. This is

not a generic design template available in the public domain; it is a protected method.

The patent foundation is summarized in the appendix at the end of this whitepaper. For

the body of this document, the substrate is the architecture — the runtime, the rule-pack

engine, the audit ledger, the inference orchestration, and the human-in-the-loop

enforcement — that the three lobes share. 

SECTION 3 · WHAT THE SUBSTRATE GUARANTEES
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Six architectural principles.
These are the design commitments that hold across every deployment of the Healthcare
Brain. They are wired into the substrate, not asserted in policy. When the substrate is
configured for a new customer, a new use case, or a new regulatory context, these six
principles remain invariant.

Domain-decomposed agents.

Each clinical or engagement function is a specialized agent with its own evidence
access, evaluation logic, and consensus contribution. No monolithic prompts. No
single agent answers more than one well-bounded question. The architecture is multi-
agent by design — the patent foundation includes claims on the decomposition pattern
itself.

01

Externalized rule packs.

Coverage policies, formulary rules, criterion definitions, and buyer configurations live
as human-readable markdown rule packs with structured YAML metadata. They are
hot-reloadable in production without code deployment, service restart, or request
processing interruption. A domain expert — a compliance lead, a clinical leader, a UM
director — can author, review, and ship a rule-pack change without engineering
involvement. The rule-pack format with its hierarchical inheritance model, schema
validation, and runtime hot-reload mechanism is filed under USPTO as the Agentic
Knowledge Pack Specification (AKPS, April 2026). The specification itself is released as
an open standard under CC BY 4.0 to encourage industry adoption; the proprietary
Pack Engine that executes it is covered by patent claims.

02
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Atomic criteria decomposition.

Coverage policies, however they arrive (LCD, NCD, payer medical-policy library,
ACCESS-aligned outcome rule), are decomposed into atomic individually-evaluable
criteria, then re-composed into FHIR Questionnaires for the Da Vinci DTR flow, plain-
language explanations for member and provider communications, and per-criterion
citations for the audit ledger. The same atomic decomposition feeds the forward
determination, the reverse explanation, and the appeal-rationale generation. The
decomposition method — automated atomic criterion extraction from coverage
documents, evidence matching against extracted criteria, and standards-compliant
questionnaire generation — is the subject of a filed patent application (PA2, March
2026).

03

Cross-context inference.

KV-cache externalization lets agents share inference state without re-evaluation. A
clinical determination made by the reasoning lobe is available to the engagement
lobe’s patient-notification agent without redoing the inference. The governance lobe’s
audit agent sees the full evidence chain that produced the determination, in the same
data structure, without separate reconstruction. The cross-architecture context
materialization mechanism that enables this — including the methods for sharing
inference state across separately-architected agent systems while preserving audit-
context lineage — is protected under a filed patent application (PA-CTX, March 2026).
The mechanism is a structural differentiator, not a design pattern available in the public
domain.

04
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These six principles are why Genzeon’s deployments hold under audit. They are not

policy statements; they are structural commitments. A configuration that violates one of

them does not pass the substrate’s validation. A code change that bypasses one of them

does not pass the dependency-injection audit. A rule pack that ignores one of them does

not load. 

SECTION 4 · HOW THE LOBES COORDINATE

Bidirectional flow on a common substrate.
The lobes are not three separate products bolted together. They share inference state,
audit context, and policy lineage — which is what makes the architecture qualitatively
different from a stack of independent vendors.

Audit-first outputs.

Every determination response carries its own audit trail. Per-criterion citation on
every adverse determination. Source policy quoted verbatim in the source field.
Confidence scores on each criterion evaluation. Human reviewer sign-off attestation
on every non-affirmation. The audit trail is the response, not a separate report
retrievable later. CMS-0057-F’s public reporting requirement consumes this audit
lineage directly — it is not a separate reporting pipeline. The mechanism by which the
determination response is bound to a co-emitted audit ledger entry, with deterministic
citation lineage and reviewer-attestation enforcement, is covered by filed patent claims
under the service-oriented agent architecture portfolio (PA8-Core, March 2026).

05

No clinical denial without human sign-off.

Architecturally enforced. Affirmation can be automated by the reasoning lobe under
confidence thresholds. Non-affirmation always routes to a licensed human clinical
reviewer with all evidence pre-assembled. There is no configuration setting that
bypasses this. The pattern satisfies CMS WISeR’s explicit prohibition on AI-only
adverse determinations, the CMS MA Final Rule’s parallel prohibition for Medicare
Advantage, and state AI laws including Colorado SB24-205 and California SB 1120.
The invariant is patent-protected.

06
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A worked example. A prior authorization request for a specialty procedure arrives via the

payer’s FHIR PA API. The reasoning lobe (HIP One) ingests the request, decomposes

the relevant coverage policy into atomic criteria, evaluates each criterion against the

submitted documentation, computes per-criterion confidence scores, and produces a

determination — affirm, partial-affirm, or non-affirm. If non-affirm, the request is routed

to a human clinical reviewer with a complete evidence package, the unmet criteria called

out, and the source policy quoted. 

While the determination is in motion, the governance lobe (CPS One) is auditing in real

time. Every state transition is logged. The PHI redaction profile is verified. The policy

version used in adjudication is captured. The reviewer’s credentials are verified against

the required specialty. The audit packet is generated as the determination is produced,

not after — ready for CMS-0057-F public reporting submission without a separate ETL

job. 

When the determination completes, the engagement lobe (PES One) sees it. A member

notification is composed in plain language, referencing the specific criteria and citing the

same source policy the reasoning lobe used — not a separately authored boilerplate. If

the determination was a non-affirmation, the engagement lobe surfaces the additional

documentation that would change the determination, sourced from the same atomic-

criteria decomposition that drove the original evaluation. If the member calls the IVR,

the engagement lobe has the full case context without re-fetching. 

The technical mechanism for this bidirectional flow is the shared inference cache and

the unified evidence schema. The reasoning lobe’s outputs are in the same data

structures as the engagement lobe’s inputs — they do not require translation,

normalization, or remapping. The governance lobe observes both via the same audit

channel. The shared inference state, unified evidence schema, and cross-tier audit

propagation are not commodity infrastructure available for re-implementation — they

are protected under Genzeon Corporation’s filed patent portfolio. No competitor we have

seen ships all three lobes on a common substrate; the most ambitious ship one lobe well

and integrate the others through external APIs. That integration is where the audit trail

breaks — and replicating the integrated architecture would require navigating the patent

landscape Genzeon has built around it. 
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SECTION 5 · PRODUCTION PROOF

Live in CMS Medicare under the WISeR Innovation
Model.
The Healthcare Brain’s structural claims are testable. The CMS WISeR Innovation Model
is the production environment where they are being tested every day.

The CMS WISeR Innovation Model — Wasteful and Inappropriate Service Reduction — is

a CMS Center for Medicare & Medicaid Innovation (CMMI) program operational since

January 1, 2026 across six MAC jurisdictions. Genzeon Platforms is the AI Participant for

MAC JL (New Jersey), partnered with Novitas Solutions as the Medicare Administrative

Contractor. Genzeon is the only commercial vendor operating an AI Participant role

inside a CMS Innovation Center model in production today. 

The model sets specific constraints. AI may auto-affirm; AI may not auto-deny. Every

non-affirmation flows to a human clinical reviewer with full evidence pre-assembled.

Determinations must complete within three calendar days for standard requests, two

days for expedited. The audit trail must be complete and queryable. Public reporting will

become available through the CMS Innovation Center as the model matures. These

constraints are not unique to WISeR — they are the operational floor CMS-0057-F has

now established for the broader payer ecosystem. 

15K+
MEDICARE PA CASES PROCESSED Q1 2026

100%
CMS THREE-DAY TAT COMPLIANCE

Zero
AUTO-DENIALS ISSUED

<3 min
MEDIAN AGENT DECISION LATENCY

42%
CLINICAL REVIEWER PRODUCTIVITY GAIN
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The numbers are operational facts, not benchmark estimates. Q1 2026 processed

12,609 Medicare Fee-for-Service prior authorization cases at 100% compliance with the

federal three-day turnaround standard. By April 2026, sub-one-day turnaround on 90%

of standard cases. Zero auto-denials issued across all cases processed — the

architectural commitment held in production, under volume, under regulatory

observation. 

The 42% clinical reviewer productivity gain is what the auto-affirmation pathway

delivers. Cases that meet criteria with high confidence are affirmed at machine speed;

cases that do not meet criteria flow to clinical reviewers with the relevant evidence pre-

assembled, the unmet criteria pre-flagged, and the source policy pre-cited. The

reviewer’s time goes to clinical judgment, not document hunting. 

The full case study is published at /research/case-studies/wiser. It includes the

operational narrative, the volume and distribution by service category, and the lessons

from the first 90 days. The compliance engineering implications — what CMS-0057-F

and CMS-0062-P require of affected payers, and how the Healthcare Brain architecture

maps to those requirements — are documented in the companion whitepaper at /

research/whitepapers/medical-prior-auth-compliance. 

SECTION 6 · DEPLOYMENT PATTERNS

Where the Healthcare Brain runs.
The substrate is platform-agnostic at the architecture level. Most production
deployments choose one of three patterns based on the customer’s regulatory posture,
data residency requirements, and existing cloud footprint.
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PATTERN WHERE IT RUNS BEST FIT FOR TRADE-OFFS

Sovereign / on-
premises

Customer’s own data
center or sovereign
cloud. Inference,
knowledge, weights,
and decisions all stay
inside the customer
perimeter. No external
API calls to public
LLMs.

State Medicaid
agencies, sovereign
payers, defense and
intelligence
community
deployments, high-
security commercial
plans, customers with
strict data-residency
requirements.

Longest
deployment
timeline (12–16
weeks). Higher
infrastructure cost.
Capability lag
versus frontier
models for non-
clinical tasks.
Highest regulatory
and audit
defensibility.

Hybrid
(recommended
default)

Customer-perimeter
inference for PHI-
bound tasks; bounded
public-LLM access
through a redaction
broker for non-PHI-
bound tasks
(summarization of
public sources, code
generation,
translation).

Most healthcare
payers and provider
organizations. The
right default for
HIPAA-bound
workloads in cloud
environments. Closes
most of the IP-
leakage vectors while
retaining cost and
capability benefits.

Redaction broker is
the single point of
failure — requires
rigorous red-
teaming. Some
prompt content can
leave the perimeter;
the redaction rules
govern what.

Cloud-native Customer’s cloud
(AWS, Azure, GCP)
with managed-AI
integrations. The
substrate runs in
customer-tenancy; the
inference layer
integrates with the
cloud-provider’s
healthcare-grade AI
services.

Health systems and
payers with existing
cloud-first strategies.
Cloud-marketplace
deployments (Azure
Marketplace, AWS
Marketplace, GCP
Marketplace).

Operational ceiling
is the cloud
provider’s
compliance
posture. Excellent
for fast deployment
but less defensible
against audit
questions on AI-
service vendor
practices.
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Across all three patterns, the substrate maintains the same six architectural principles,

the same audit ledger format, and the same human-in-the-loop enforcement. The

deployment pattern changes the operational characteristics — latency, throughput,

infrastructure cost, capability surface — but not the governance commitments. 

For sovereign deployments specifically, the substrate provides a knowledge-

containment posture: the rule packs, the inference state, the audit ledger, and the

determinations all stay inside the customer perimeter. The substrate does not call out to

public model APIs for any PHI-bound task. The full perimeter posture is documented in

the on-premises deployment guide available to qualifying customers. 

Across all three patterns, the entity who ships the Healthcare Brain into the customer

environment is the same: Healthcare Forward Deployed Engineers. Genzeon Platforms’

Healthcare FDE pods deploy the Healthcare Brain substrate, configure the Da Vinci PAS /

CRD / DTR FHIR PA API workflow against the customer’s coverage policies, calibrate the

HIP One reasoning agents against the customer’s clinical KPIs, and operate the

production environment customer-side. The Healthcare Brain is the product; Healthcare

FDEs are how it ships. 

SECTION 7 · GOVERNANCE INVARIANTS

What does not change under pressure.
Every deployment of the Healthcare Brain inherits the same governance invariants. They
are the structural commitments that hold under customer pressure, regulatory pressure,
and commercial pressure. They are why the substrate is defensible.

The invariants are not a list of best practices. They are CI-testable structural

commitments. The substrate’s build pipeline includes static-analysis rules, schema

validations, and dependency-injection audits that fail any pull request that would violate

them. A rule pack that violates them does not load. A code change that violates them

does not merge. They are how Genzeon Platforms ensures that the architecture you read

about in this whitepaper is the architecture that ships, in every deployment, every time. 

Several of the invariants below are also subjects of filed patent claims — the no-auto-
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deny enforcement mechanism, the dual verification gate pattern, and the deterministic

gate decisioning method are all covered under the USPTO Customer #226167 portfolio.

The invariants are simultaneously engineering commitments and IP-protected methods. 

Auto-deny is architecturally prohibited.

Every clinical non-affirmation routes through a Non-Affirmation Research Agent to
mandatory human review. No clinical denial is ever issued by an agent without human
reviewer sign-off. There is no configuration that bypasses this. Tested in CI; verified in
dependency-injection audits.

01

Strict separation of rule types.

NCD-mandated requirements, clinical conventions, and administrative rules are
explicitly separated in all rule packs, with exact NCD or LCD text quoted verbatim in
source fields. The substrate enforces this separation; a rule pack that conflates rule
types fails schema validation.

02

Zero compiled category-specific code.

The horizontal administrative pre-screening agent (the substrate’s pure rule-
evaluation engine) contains zero category-specific compiled code. Adding a new
service category requires only a markdown rule pack and a mapping-table row — no
code changes. Tested by a static-analysis gate that grep-checks the codebase for
category-specific keywords.

03

Dual verification gate.

The auto-affirm agent and a non-affirm scout agent run in parallel on every request.
Hard red flags from the scout override auto-approval decisions in real time. The
architecture treats the auto-affirm decision as a hypothesis to be verified against
contradictory evidence, not a final answer. The dual-agent parallel-evaluation pattern
with real-time override semantics is a filed patent claim under the PA-GATE portfolio
(System 1100, March 2026).

04
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Customers buy these invariants whether or not they ask for them. They are why the same

WISeR deployment works for a state Medicaid agency, a Medicare Administrative

Contractor, and a commercial health plan with substantially different policy

environments. The invariants do not change; the rule packs do. 

SECTION 8 · HOW WE SHIP IT

The Healthcare Forward Deployed Engineer model.
The Healthcare Brain is not a SaaS product you log in to. It is an architecture that gets
deployed customer-side, configured against the customer’s actual workflow, and
operated alongside the customer’s clinical and operational teams. The role that ships it
is the Healthcare Forward Deployed Engineer.

Clinical query and inference as shared infrastructure.

The substrate’s clinical-reasoning API is consumed by every clinical agent — not
embedded per-agent. Code-set normalization (ICD-10, CPT, HCPCS, LOINC, SNOMED,
RxNorm, NDC, GPI) happens once, in one place, with one citation chain. Cross-
vocabulary lookups are first-class operations, not duct-tape per use case.

05

Multi-channel submission orchestration.

All inbound and outbound channels — FHIR PAS, X12 278, NCPDP SCRIPT, payer-
portal API, fax, mail — route through a unified channel orchestrator. No application
code in any agent talks directly to a transport. This makes the substrate channel-
agnostic and the audit trail channel-uniform. The channel orchestration architecture —
including the Channel Registry, Compliance Assurance Layer, Endpoint Registry, and
Cross-Channel Reroute Manager — is filed under the PA-SUB patent portfolio (System
2000).

06
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Genzeon Platforms provides Healthcare Forward Deployed Engineer (FDE) services

from the US and India. The team is structured as customer-aligned pods, not as offshore

staff augmentation. Each pod combines US-based clinical and regulatory leadership with

India-based senior engineering depth — a follow-the-sun rhythm that keeps deployment

velocity high while preserving the customer-side ownership that defines the FDE model. 

On a typical engagement, an FDE pod moves through six phases. Mapping —

understanding the customer’s policy environment, integration surface, and operational

pain. Integration — wiring the substrate into the customer’s FHIR, X12, and EMR

endpoints. Configuration — authoring the customer-specific rule packs and adapting the

criteria decomposition to the customer’s medical-policy library. Calibration — tuning

confidence thresholds against the customer’s clinical-quality and operational KPIs. 

Production launch — co-managing the cutover and the first weeks of live operations. 

Continuous operation — ongoing daily collaboration with the customer’s clinical and IT

teams, with the FDE pod treating the customer’s production environment as their

primary workplace. 

The full FDE field guide is published at /healthcare-forward-deployed-engineers, with

the specialist tracks, engagement shapes, and transaction-set integration depth (FHIR

R4, X12 270/271, X12 278). The pillar-length essay on the role is at /research/field-

notes/what-is-a-healthcare-fde. 

APPENDIX · PATENT FOUNDATION

The IP backing the Healthcare Brain.
The substrate is patent-protected. The portfolio protects how the platform thinks — the
methods by which agents coordinate, criteria are decomposed, determinations are
rendered, and audit trails are constructed. The patent layer of the architecture is named
here for completeness; the body of the whitepaper deliberately uses the "Healthcare
Brain" framing in keeping with how the architecture is sold and how it is described to
clinical and operational buyers.
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The patent-protected agentic substrate is registered as Aether One™. Twelve patents

have been filed under USPTO Customer Number 226167, with approximately 346

claims locked at priority dates. All claims are assigned to Genzeon Corporation. The

portfolio is structured into three layers: 

The shared substrate layer — cross-cutting methods that every Healthcare Brain

deployment uses. Parallel dual-branch document processing, atomic criteria

decomposition, distributed dual-domain threshold cryptography, service-oriented agent

architecture, multi-stakeholder adaptive deployment, ambient-agent integration, cross-

architecture context materialization, language-model orchestration with confidence-

calibrated selection. 

The HIP One reasoning layer — methods specific to clinical decisioning, prior

authorization, and medical review. Clinical use-case portfolio package (CUPP), horizontal

administrative pre-screening, appeals management package, shared execution

framework, clinical query and inference layer, QA agent framework. 

The deployment and content layer — methods for spec-driven content authoring, pack

discovery and inheritance, multi-channel submission orchestration. Includes the Agentic

Knowledge Pack Specification (AKPS), filed April 2026, with the specification itself

being released as an open standard under CC BY 4.0 to encourage industry adoption. 

Patent details, system designations, and the public-facing portfolio map are available at /

patents. Several additional patents are in active drafting; filing positions require non-

disclosure until receipt. 

FAQ · FOR TECHNICAL AND CLINICAL LEADERSHIP

Common questions about the Healthcare Brain.

What is the Healthcare Brain?

The Healthcare Brain is Genzeon Platforms’ unified, governed AI decision infrastructure for
healthcare. It is a Triple-Tier Agentic Architecture coordinating three lobes of specialized
agents: the Reasoning Lobe (HIP One) for clinical decisioning and prior authorization, the
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Engagement Lobe (PES One) for patient and member interactions, and the Governance Lobe
(CPS One) for privacy operations and AI governance. All three lobes run on a common patent-
protected agentic substrate. Live in CMS Medicare via the WISeR Innovation Model since
January 1, 2026.

How is the Healthcare Brain different from a single healthcare AI model?

A single model produces predictions. The Healthcare Brain produces decisions — coordinated
across reasoning, engagement, and governance, on a substrate that enforces audit-grade
traceability, human-in-the-loop on every adverse determination, and architectural prohibition
on automated denial. The difference is structural: predictions are an output; decisions are a
system.

What is the Triple-Tier Agentic Architecture?

The structural model Genzeon Platforms uses to build the Healthcare Brain. Reasoning Agents
(clinical decisioning, embodied in HIP One), Experience Agents (patient and member
engagement, embodied in PES One), and Governance Agents (privacy operations and AI
governance, embodied in CPS One). A Healthcare Forward Deployed Engineer orchestrates the
three tiers against the customer’s actual workflow, in production.

What is the proof that the Healthcare Brain works in production?

The CMS WISeR Innovation Model is the proof. Genzeon Platforms is the AI Participant for
MAC JL (New Jersey) in partnership with Novitas Solutions, live since January 1, 2026. The
deployment processed over 15,000 Medicare Fee-for-Service prior authorization cases in Q1
2026, at 100% compliance with the federal three-day turnaround standard, with sub-three-
minute median agent latency, and zero auto-denials issued. Every non-affirmation routed to a
licensed human clinical reviewer with full evidence pre-assembled.
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Why does healthcare AI need a substrate rather than just a model?

Three reasons. First, healthcare integration spans many transaction surfaces — FHIR R4, X12
270/271, X12 278, HL7 v2, NCPDP, plus EMR-specific APIs and payer-specific companion
guides — and a single model has no place to live across that surface. Second, healthcare AI
determinations are regulated artifacts under CMS-0057-F, state AI laws, and HIPAA; the audit
ledger, rule-pack engine, and citation chain have to be substrate-level, not application-level.
Third, clinical trust depends on visible governance — the substrate enforces invariants like no-
auto-deny that a model cannot enforce on its own.

Can a payer or competitor replicate the Healthcare Brain architecture in-house?

The architectural pattern, the substrate’s coordination mechanisms, the no-auto-deny
enforcement, the dual verification gate, the cross-tier inference materialization, the atomic
criteria decomposition, the channel orchestration, and several other foundational methods are
subjects of twelve filed patents under USPTO Customer Number 226167, with approximately
346 claims locked at priority dates. The Agentic Knowledge Pack Specification (AKPS) is
released as an open standard, but the proprietary Pack Engine that executes it is patent-
protected. A payer or competitor seeking to replicate the architecture would be navigating an
active patent landscape that Genzeon has been building for over eighteen months. The
licensing path is available through engagement with Genzeon Platforms; the re-
implementation path runs through legal review. Customers buy the substrate to get the
architecture and the IP indemnity together — the two are inseparable.

How does the Healthcare Brain coexist with our existing UM stack?

The substrate sits in front of an existing UM stack at the administrative pre-screening layer —
eligibility verification (270/271), submission completeness checks, duplicate detection,
document classification, coding accuracy checks — before requests reach the medical-
necessity layer. Customers running Cohere Health, Humata Health, eviCore, or Optum on parts
of their utilization-management stack typically retain those investments. The Healthcare Brain
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What are the patent protections behind the Healthcare Brain?

Twelve patents filed under USPTO Customer #226167, with approximately 346 claims locked
at priority dates. The portfolio protects how the platform thinks — agentic orchestration,
atomic criteria decomposition, cross-context inference, multi-agent consensus, deterministic
gate decisioning, and several other foundational methods. All claims assigned to Genzeon
Corporation. See /patents for the public-facing portfolio map.

How fast can a Healthcare Brain deployment reach production?

Genzeon Platforms went from CMS WISeR contract award to live Medicare prior authorization
production in approximately six months, with the AI Participant for MAC JL (New Jersey)
operating under three-day mandatory turnaround and 100% TAT compliance since January 1,
2026. Commercial deployments outside federal regulatory contexts typically reach production
faster — five-to-ten-day time-to-first-decision is the band for marketplace agent engagements.
Full-platform deployments take twelve to sixteen weeks for cloud-native and somewhat longer
for sovereign on-premises.

Who built the Healthcare Brain?

The Healthcare Brain is built by Genzeon Platforms, the platforms and operations business of
Genzeon Corporation. Headquartered in Exton, Pennsylvania, with engineering pods in the US
and India. Genzeon Platforms employs over 600 healthcare technology specialists, more than
75 healthcare domain SMEs, and operates under a 10-year Microsoft strategic partnership
with 400+ joint engineers. The Healthcare Brain’s architecture is the product of more than
eighteen months of cumulative patent filings, with twelve patents on file under USPTO
Customer #226167.
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Where is the Healthcare Brain deployed in production?

The Healthcare Brain is in live production inside the CMS WISeR Innovation Model for MAC JL
(New Jersey), partnered with Novitas Solutions as the Medicare Administrative Contractor,
since January 1, 2026. Genzeon Platforms is the only commercial vendor operating an AI
Participant role inside a CMS Innovation Center model in production today. Additional
deployments are live across 50+ enterprise healthcare clients including health plans, health
systems, and federal healthcare programs.

What is the difference between HIP One and the Healthcare Brain?

The Healthcare Brain is the unified architecture; HIP One is one of its three lobes. Specifically,
HIP One (Health Intelligence Platform) is the Reasoning Lobe — it handles clinical decisioning,
prior authorization, medical review, and utilization management. The other two lobes are PES
One (Patient Engagement Solutions, the Engagement Lobe) and CPS One (CompliancePro
Solutions, the Governance Lobe). All three run on the same patent-protected agentic
substrate. Customers can license HIP One alone, or any combination of the three lobes, or the
full Healthcare Brain.

Is the Healthcare Brain HIPAA-compliant?

Yes. The Healthcare Brain operates under HIPAA, with BAA (Business Associate Agreement)
execution as part of every customer engagement. Genzeon Platforms is HIPAA, SOC 2 Type II,
and ISO 27001 certified. The Governance Lobe (CPS One) is purpose-built for HIPAA privacy
operations, breach detection and response, and continuous compliance reporting. Zero ONC
fines on record across all 50+ enterprise clients. PHI handling is governed by the substrate-
level audit ledger; the substrate’s deployment patterns include a sovereign on-premises option
where no PHI leaves the customer perimeter.
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What is the Microsoft partnership behind the Healthcare Brain?

Genzeon Platforms operates under a 10-year strategic partnership with Microsoft, with 400+
joint engineers under the partnership and five Microsoft Solution Designations. The Healthcare
Brain’s Engagement Lobe (PES One) runs on Microsoft Healthcare Bot infrastructure. The
substrate is available on Microsoft Azure Marketplace, and Genzeon Platforms is a Microsoft
Healthcare Strategic AI Partner with healthcare-specific Microsoft co-sell relationships. The
partnership enables joint customer engagement, joint go-to-market, and shared engineering
capacity on healthcare AI infrastructure builds.

What is the CMS WISeR Innovation Model?

The CMS WISeR Innovation Model (Wasteful and Inappropriate Service Reduction) is a CMS
Center for Medicare & Medicaid Innovation (CMMI) program operational across six Medicare
Administrative Contractor jurisdictions since January 1, 2026. WISeR uses AI to support prior
authorization decisions on a defined set of Medicare Fee-for-Service service categories where
pre-payment review is operationally critical. The model imposes a strict 3-day TAT for
standard determinations, mandatory human-in-the-loop on every non-affirmation, audit-
grade traceability, and full appeal-rights preservation. Genzeon Platforms is the AI Participant
for MAC JL (New Jersey).

Which Healthcare Brain deployment pattern is right for our organization?

Three patterns are available. Sovereign / on-premises: best for state Medicaid agencies,
sovereign payers, defense, intelligence, and customers with strict data-residency
requirements. Inference, knowledge, weights, and decisions stay inside the customer
perimeter. Hybrid: the recommended default for most HIPAA-bound healthcare payers and
provider organizations. Customer-perimeter inference for PHI-bound tasks; bounded public-
LLM access through a redaction broker for non-PHI tasks. Cloud-native: best for health
systems and payers with existing cloud-first strategies, available on Azure / AWS / GCP
marketplaces. All three patterns enforce the same governance invariants.
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Can the Healthcare Brain run on-premises in a sovereign deployment?

Yes. The sovereign on-premises deployment pattern is available for customers with strict data-
residency or sovereignty requirements. In this configuration, inference, knowledge packs,
model weights, and the full decision audit ledger stay inside the customer perimeter. There are
no external API calls to public LLMs for any PHI-bound task. Typical deployment timeline is
12–16 weeks. The sovereign pattern is the highest-defensibility configuration for audit and
regulatory review. Customers operating in defense, intelligence community, and state Medicaid
contexts typically choose this pattern.
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